RISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA g/ = ]
DO NOT WRITE AMENDED Registrarion District No. _____/__?_ fe . Primary Registration District No. %d 4_  __Registrar’'s No. _/.-_,_______

i FHARR Rkl 519
X} hathd 2. USUAL RESIDENCE (Whnre deceased lived. |f inttitution: Residence before

v§ 300 a. COUNTY Barton o 5TATE Missouri .. county Barton admission)
Rev. 4/59 b. c&v {If outaide corporate limifs, give TOWNSHIP only) Length of stay in 1b c. CITY tnside Limin
. OR .
TOWN Libersal 73 years TOWN Liberal Yo i NoD)
€. ;%;P“";TEQ%’F {If NOT in hospital, give location) Inside Limits d. ASI;EEREETSS {If cutside, give location} Retide on Farm

1
_ _d060 |

2 INSTITUTION HQ me YeudTl No O niberal Yes O ng
_Toobn

24 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or prini) OF
Jeasse McRoy Thornton DEATH Oct, 29 1963
5. SEX 4. COLOR OR RACE 7. Married X1 Never Merried [J [8. DATE OF BIRTH | ¥ AGE {last birthday) | IF UNDER ) YEAR IF UNDER 24 HR_
. Widowed [ Divorced [ ; Months [ Days Hours Min.
le White 47/6/1890 73
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. EIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) . . .
ratired Miner & Farmer Barton Gounty Missourf U. 5., A,

DATE AMENDED

| W

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

William Josephine Thompson Edna Thornton
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NQ. 17, INFORMANT Address

{Yes, 'ﬂ’ or unknown)l {If yas, give war ar dares O . Liberal , MO .

18. CAUSE OF DEATH (Enter only one cause INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY€ ONSET AND DEATH

50 6D éa

40

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

(=]

IMMEDIATE CAUSE (a

Conditions, if any, DUE'&F" : /7 ' d
s e e ; 7
paing she it | bue 1o ;' Lerio sc oris ¥ RM/ Laseh S ere. e /47 .

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBULING TO DEATH but not related to the terminal PART 1II. If defeased wall fomale was
disease canditien given in PART | (2 J there a pregnancy in last 99 days.

7)3“0{0;(7@.. CCuUrt [ iy ;w/[ ﬂafma/ 'g/JOIaﬂm'—e | O Yes l 0 Ne f O Unknown
9. WAS AU 20 ACCBENT sunl:__lloe Hqﬁlcme T0b. DESCRIBE HOW INJURY OCCURREQP(Enter natura of injury in PART | or PART |1 of item 18.)
PERFO
Yes O Noa’
Z0c TIME OF  Hoof  Month, Day, Yeor |
INJURY a.m.
p-m.
20d. INJURY QCCURRED 20a. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK (]

21. | antended the deceased |rom_,_[a.nua.ny_21...19_6_0__, Iog_gln__z_g_a_l_g_ﬁ.a.—and last nwm aliveon OCt, 28, 1963

12: 55 a . . m on the date stated above, and to the best of my knowledge, from the couses wlared.

DOCUMENT

MEDICAL CERTIFICATION

Death occurred at.
22a. SIGNATURE (Degrea or title) 22b. ADDRESS 22c. DATE SIGNED

* # ' D, O ) Libaral, Missouri 10-29-63
23a. BURIAL, CREMATION, | 23b. DATE 2%c. NAME OF CE 'lERYpﬁ CREMATORY 23d. LOCATION (City, town, or county) (State}
REMOVAL (Specify)

hurinl | Qg4 ,3131963 | Shiloh Cemeiery Barton County, Missouri

24. FUNERAL DIRECT ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. 5EGI51R ‘S NATURE

Lverry, Ks.[Qop /4, ] 743 W‘f)mﬂﬂ_

[Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose.name is recorded on the reverse side of this certificate was embalmed by me,

or by ’ Auded A nAn Student Embalmer No. —

working under my personal.supervision.
- L .
Student sm@hﬂﬂ&mﬁ

Signature of Student Embalmer
Licensed Embalmer No 3 l S_(L

- . P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ) ’

If embalmed by a STUDENT, he also shall'sign in his OWN.handwriting.

If this bedy is not embalmed, fact should be so stated above.

’”




